Various gastrointestinal emergencies may present with signs and radiological abnormalities suggestive of pulmonary disease. Awareness is essential if early diagnosis is to be made, and appropriate, possibly life-saving, treatment given.
The Ulster Medical Journal Thirteen years before, during investigation of iron deficiency anaemia, barium studies had shown a large hiatus hernia. He had a long history of chronic obstructive airways disease, and chest films from 1963 onwards had shown mild bronchiectatic changes in the left lower zone. He gave no history of trauma to chest or abdomen. Following admission he had no further vomiting but had bouts of retching and despite complaining of no other symptoms was restless and agitated. Physical findings remained unchanged and plain abdominal films showed no evidence of obstruction. Seventy,-two hours after the onset of symptoms he developed severe abdominal pain, and examination revealed rigidity and absent bowel sounds. He proceeded to immediate laparotomy and was found to have a large paraoesophageal hiatus hernia containing stomach and an incarcerated, gangrenous loop of transverse colon. A gastric volvulus was present but there was no evidence of strangulation. Thirty centimetres of transverse colon were resected and an end -to -end anastomosis performed. The volvulus was corrected, stomach restored to the abdomen, and the hernia repaired. Examination of the resected bowel showed full thickness haemorrhagic infarction with ischaemia of the related omentum. His subsequent course was uneventful and repeat chest films post-operatively showed dramatic resolution of the left lower zone shadowing. Nine months after operation he remained well.
DISCUSSION
Acute gastric volvulus and strangulation of colon are uncommon though well recognised complications of hiatus hernia, and simultaneous occurrence must be exceptional. Both are more common in patients with large paraoesophageal hernias. In a series of 22 patients requiring surgery, 10 had a portion of transverse colon in the chest, though none had strangulated, and six needed emergency operations for obstruction due to acute gastric volvulus.1 As the stomach enters the chest through a large hernia, the more mobile body and greater curvature move relatively higher anteriorly, causing organoaxial rotation and drawing the greater omentum and transverse colon along. Torsion occurs at the relatively immobile pylorus and cardia. Borchadt's triad, comprising severe epigastric pain with distension, vomiting which gives way to violent retching as gastric obstruction ensues, and difficulty in passing a nasogastric tube, is said to be characteristic of acute volvulus.2 However, as most cases are intrathoracic, it must be emphasised that abdominal findings may be minimal. Gangrene of the stomach complicates 5 % of cases, but the great majority of these are related to diaphragmatic hernias of traumatic origin,2 which can be notoriously difficult to diagnose and may present up to 60 years after the initial injury. 3 The most notable aspect of this case was the initial predominance of respiratory findings. Large hernias may produce local collapse of the lung and pleural reaction, and further confuse the diagnosis. They have been mistaken for pneumonia, empyema and pleural effusion.4'5'6 Should a complicated hernia be suspected, from unusual symptoms or previous history, barium studies will demonstrate viscera in the chest.
